In my early years of residency we had to go every day to the dressing unit and check the fingertip injuries, lined up for their daily dressing. At the time, conservative treatment was the rule, and no one gave much thought to this policy. It was taken for granted that healing would take place in 3 to 6 weeks, and that sequelae would be minimal.
Although conservative treatment has the advantages of simplicity and low socio-economic cost, and can be performed by anyone dealing with emergency care, it is not flawless. The healing process may take up to 8 weeks, the resulting scar may be painful, either from hypersensitivity from wound instability or from cold intolerance, and the return of sensation is only partial (average 2PD = 6 mm). The nail-bed and fingernail are pulled in a palmar direction resulting in the troublesome claw-nail deformity following more proximal injuries, and the cosmetic results are often poor. If these sequelae are often disregarded by some patients, they may in others seriously impair the function of the hand.
Before the widespread development of local skin flaps, other techniques have been used. Bone shortening and irect suture lead to fast healing with minimal scarring, but at the expense of digital length. Skin grafts, too, reduce the healing time. If they are split-thickness, they tend to retract, thus drawing the surrounding normal tissues towards the pulp. They do not induce as many sensory problems as full thickness skin grafts which "'blindfold" the pulp. Replacing the pulp as a free graft may be a satisfactory solution, given that one follows Douglas's principles (young patient, short delay, clean wound; Douglas, 1959) . McCash (1959) has advocated transferring a toe pulp, which may lead to good results in children.
Since the 1970s better knowledge of skin arterial supply has favoured the development of numerous local flaps suitable for fingertip cover. Their common goal is to clothe the fingertip with tissue as similar to the pulp as possible, and the most recent ones have emphasized the need for nerve supply as well.
Although these flaps usually meet the above requirements, they may lead to secondary problems which have to be balanced with their obvious advantages. The operative technique is demanding and may lead, in inexperienced hands, to complete necrosis of the flap. Some flaps require post-operative immobilization of the finger in flexion (the thenar flap, or island flaps in order to reduce traction on the vascular pedicle), which may lead to residual stiffness, sometimes permanent at the PIP joint level. Sensory problems come mainly with non-innervated flaps and heterodigital island flaps (Littler, 1960) and the donor site may give rise to problems (painful or ugly scarring). These sequelae are even less acceptable when they take place on an adjacent and formerly intact finger (e.g. cross-finger flaps).
Local flaps may not prevent clawing of the nail, at least in proximal injuries, where the problem of lost bone support to the nail is not overcome by skin replacement alone. Therefore the indication for local flaps should be carefully balanced against the expected results of conservative treatment. These indications will depend primarily on the topography of the fingertip injury, and one should consider using a flap when the defect is oblique and palmar, leading to a large bone exposure, proximal (at the level of proximal half or proximal third of the fingernail), or located on the "'important" pulps from the sensory point of view, such as the ulnar pulp of the thumb, and the radial pulps of the index and middle fingers. Even then, if the wound is untidy or highly contaminated: one should merely perform a thorough dtbridement and make no attempt at immediate skin cover. A number of other factors have to be taken into account when planning a sophisticated fingertip reconstruction. One should consider the age of the patient and underlying medical problems (diabetes, vascular problems, heavy cigarette smoking), his functional needs (a jeweller has different sensory needs from a heavy manual worker) and recreational or creative activities. Another important factor is the appearance of the finger; neglecting this may give rise to major psychological problems. The patient should be fully informed of the expected result of the surgical procedure, and should take part in the therapeutic decision.
The paper by Mennen et al (p. 416) in this issue, emphasizes the applications of conservative treatment, and the satisfactory results that can be expected if this treatment is properly performed. Occlusion seems an important factor for soft tissue regeneration, and contributes to the return of a thick (and thus painless) skin coverage. The paper by Elliot and Jigjinni (19. 423) also makes use of spontaneous healing for lateral fingertip defects.
When dealing with fingertip injuries one should always consider conservative treatment before deciding upon surgical restoration of the pulp, but the surgeon taking the conservative pathway should be fully informed of the other technical possibilities, and preferably capable of pursuing them if indicated.
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